concern continues to prevail about the quality of practice 'on the ground' and the reality of the use of evidence in practice. Each new health 'care' scandal provides ammunition for opposition parties to challenge ruling governments with the mantra that, despite extensive expenditure, little appears to have changed in healthcare cultures.
Other 'games' are seen in the competing frameworks developed with the intention of increasing the quality and quantity of research evidence used in practice. Many studies have been published concerning ways of creating a 'research culture' in health and social care organisations (for example Parahoo, 1999 Parahoo, , 2000 Perälä, 2000; Rodgers, 2000; Thomas, 2000) . Whilst many of these studies offer some useful perspectives in terms of effective approaches to the generation of 'research awareness' among practitioners, most make the assumption that there is a common understanding of the meaning of a research culture and that such a culture (if we know what it is) can be created. Whilst the intention in many of these studies is to empower staff to use research to their advantage and those of patients, the assumption that the import of knowledge into practice is inherently a good thing is rarely challenged, or indeed, questioned. Ironically, despite a plethora of research and development publications into organisational development, learning cultures, barriers to research utilisation, practice development, effective practice cultures and staff empowerment, approaches to research utilisation in practice fail to embrace pluralistic methodologies (Greenhalgh et al. 2004 ). Others such as Cullum and Sheldon (1996) , Kitson et al. (1998) , Estabrooks (1999) and Lomas et al. (2005) argue that there is a need for the gap between research and practice to be strategically addressed and that this gap cannot be achieved through a single focus on the practice of individual practitioners. As Kemmis (2005: 18) argues: the transformation of practice understands that changing practices is not just a matter of changing the ideas of individual practitioners alone, but also discovering, analysing and transforming the social, cultural, discursive and material conditions under which their practice occurs . . . Kemmis suggests that the wider communities, including the clients of professional practices who are affected by the practices, need to change their ideas and actions. The 'PARIHS Framework', developed out of a desire to move beyond reductionist models of research utilisation that were one-dimensional, suggesting some linearity and logic, represents one such framework for paying attention to the changing of practice settings through its emphasis on the evidence, the context in which the evidence is used and the way the evidence is facilitated into practice McCormack et al., 2002; Rycroft-Malone et al., 2002 , 2004 . However, despite the development of such models, the transformation of practice settings into 'sustained cultures of effectiveness' (Manley, 2004) continues to be a challenge, and critics argue that there is little evidence to suggest that many of the processes used result in meaningful transformation of practice. Kemmis (2005:18) suggests that if we really become 'critical' about our practice, then this may involve 'discovering and telling some unwelcome truths about how things are here and now, and how they have come to be'.
Working with unwelcome truths
In much of the EBP developments, it is not recognised that the reality of practice is as Schön (1991) described -messy, complex and enmeshed in ethical conflict. Practice is contextually located and embedded in multiple cultures that are created and (2) re-created by the 'actors' in that context. Individuals can influence the context of practice, but this influence can only be translated into sustainable change when the culture is receptive to it (Argyris, 1999) . Cultural change happens from 'within', and accessing these cultures enables the release of practice knowledge that is embedded in experience, contextually bound and rarely reproduced in propositional form (Titchen and Higgs, 2001 ). This approach values knowledge that is both inductively and deductively derived (Kitson et al., 1998) . There is growing consensus that a pluralist approach to EBP needs to be adopted (Lomas et al., 2005) . Different forms of evidence (including empirical, patient preference, professional judgment and local information) (after Rycroft-Malone et al., 2004) , understood in different contexts and made reality through facilitated approaches, are being given more space in EBP debates. This is to be welcomed if we are to truly embrace the mantra of working towards the creation of 'evidence-based person-centred cultures' of practice.
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Drawing on the philosophical perspectives of Habermas (1972) , it can be seen that the majority of the EBP literature has, at its heart, 'practical interest', i.e. knowledge that is concerned with understanding and clarifying (e.g. understanding the most effective treatment or clarifying approaches to increasing the use of research findings in practice). Practical interest generates practical understanding which can inform and guide practical judgment. For example, although greater understanding of the most effective practice derived from a systematic review of available evidence may be achieved, it does not follow that a change in the way doctors behave (for example) will result. It is the action component that is addressed by critical perspectives, or in Habermas' terms, 'emancipatory interest'. From this perspective, achieving understanding is necessary in order to identify possibilities for action, but it is only through the processes of taking action and the learning that results that true enlightenment (i.e. freedom from conditions that hinder effective action) can be achieved.
There is a need to change the culture and context of practice by encouraging models of practice development that integrate changing the practice of individual practitioners with the challenging of contextual factors that act as barriers to effective practice, and inform and shape policy/strategy (McCormack et al., 1999) . In a concept analysis of PD, Garbett and McCormack (2004) articulated the interconnected and synergistic relationships between the development of knowledge and skills, enablement strategies, facilitation and systematic, rigorous and continuous processes of emancipatory change in order to achieve the ultimate purpose of evidence-based, person-centred care. Manley and McCormack (2004) articulate these elements of PD in a model called 'emancipatory PD', drawing on previous theoretical developments in action research (Grundy, 1982) .
Action research has a long tradition in healthcare as a process for developing effectiveness in practice whilst simultaneously generating new knowledge for and about practice (see for example Hart and Bond, 1995; Binnie and Titchen, 1999; Meyer et al., 2000) . Yet the EBP movement is largely bereft of literature that embraces methodologies such as action research, and it is only recently that it has been recognised as a model for the diffusion and dissemination of innovations (Greenhalgh et al., 2004) . Perhaps another 'unwelcome truth' is that, despite the intent of EBP, our methodological favouritism gets in the way of choosing the best methods for achieving effectiveness. Thus, many practitioners with whom I work legitimately ask the question: 'Is the project about testing a model or about enabling more effective practice?' Whilst we do need to test models for research utilisation, knowledge transfer and diffusion of innovations, it would seem logical that the funding of such work should also have the development of clinical effectiveness as a central intent. This is McCormack Evidence-based practice and the potential for transformation not a plea for all EBP projects to be based on action research methodologies, but instead a plea to embrace principles of 'being critical' in project designs. The need to constantly facilitate reflection on the effectiveness of our decision-making is crucial. For, as Dunne (1993) argues, despite the intention of emancipatory interest, it is impossible to make previous understandings or ways of being 'disappear'. Thus, no matter how hard we try to bring about a perspective transformation, prior understandings cannot be made to disappear, because human beings are not that rational. Individual pieces of our lives cannot be picked off and subjected to change in the way that technical models of change imply. Habermas (1972) suggests that reaching consensus and 'stable' understanding are the exception in everyday life and that a more realistic picture is that of 'a diffuse, fragile, continuously revised and only momentarily successful communication . . . ' (1972: 100) , where people 'feel their way' from one occasional consensus to the next. When agreement about change does occur, it cannot be verified by rational processes of verification, but instead, agreement can only be reached by the replacement of barriers with motivating reasons for change. However, no change occurs in isolation, and thus constraining factors (such as organisational hierarchies, service reconfiguration or imposed national policies), which are often outside the power of the individual to change, can act as limitations to emancipation.
Whilst a focus on 'technical change' continues to dominate, and Executive Directors of healthcare organisations focus on 'quick-fix' changes in practice as a means of enabling the ticking of particular boxes set by external-funding agencies, the space for slow, considered emancipatory changes decreases as the space for technical outcomes increases. This unwelcome truth does not represent a reason for giving in to the force of technico-rationality and giving up on emancipation. Instead, it demonstrates the importance of bringing these agendas together for the benefit of effectiveness in practice through the creation of 'cultures of critical inquiry' (McCormack, 2003) . In this culture, evidence for practice is generated through a process of knowledge construction arising from critique, undertaken by individuals or groups concerned with exposing contradictions in the rationality or justice of social actions. Action arises because of a desire by individuals or groups to redress contradictions between what is espoused about practice and the reality of practice, because of raised awareness or increased understanding, rather than action resulting from power or coercion. The intention is to contribute to emancipation -to encourage new ways of thinking and acting. External evidence serves to reinforce, contradict/challenge and provide complementary 'lenses' in professional reflective decision-making.
Conclusion
EBP has a long tradition in healthcare and there is little doubt that patients have benefited from the more judicious use of evidence in practice in order to inform clinical effectiveness. However, despite these successes we cannot under-estimate the extent of the challenge associated with changing practice. A pluralistic approach in the design of translation, utilisation and diffusion methodologies is required. Whilst clearly the end outcome is the more effective practice of individual practitioners, the creation of cultures that enable and support cultures of critical inquiry is paramount. To do this we need to consider a variety of methodological perspectives, for as McMurray (1995: 85) suggests:
We have to shift the centre of gravity in our philosophical tradition, and to alter our established mode of thinking. To propose this is easy; to accomplish it is so Journal of Research in Nursing 11(2) difficult that complete success at the first attempt is inconceivable. We are largely creatures of habit; not least in our reflective activities. To change our standpoint is to transform our habits of thought. It is not to exchange one theory for another, but to change the basis of all theory.
